












As employers face the challenge of rising costs of poor worker health, they are searching 
for solutions to combat decreased productivity, presenteeism, absenteeism, and increasing 
healthcare costs. One strategy that is being introduced as an investment toward injury and illness 
prevention is Early Intervention. Early Intervention uses Occupational and Environmental Health 
Nurses and Athletic Trainers to encourage employees to report early signs of discomfort or 
muscle fatigue, and provides both conservative treatment and job coaching to decrease 
symptoms and risk of further injury. Following an extended medical absence or injury, the Early 
Intervention team assists employees to transition back into the work environment and coaches 
them throughout the healing process. The Early Intervention team also works to educate 
employees and improve employee health, which in turn will improve productivity.   
The Precede-Proceed Model of health promotion and planning provides a framework for 
the planning, implementation, and evaluation of an Early Intervention program in the 
occupational setting. It will meet the needs of the population and the business, and guide the 
evaluation process of interventions.  
The Occupational and Environmental Health Nurse (OEHN) leads the multidisciplinary 
team to improve reporting of musculoskeletal disorders (MSDs), estimate costs savings, and 
facilitate the safe return-to-work of employees. The nurse also manages vendor services for Early 
Intervention; educates management on the Early Intervention program; and reports outcomes 
based upon the Early Intervention team’s efforts.   
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When companies such as “GM, Ford, and Chrysler spend more on employee health 
expenses than on the steel they use to make cars” (Appleby & Carter, 2005, More Costly than 
Steel section, para. 2), something has to change for that industry to survive. Businesses across 
the United States (U.S.) are facing similar challenges. The prevalence of chronic diseases and an 
aging workforce contribute to higher healthcare costs and higher rates of absenteeism.  
Approximately 30% of the U.S. population is affected by a musculoskeletal disorder, 
with direct costs for care increasing by 47% (United States Bone & Joint Initiative [USBJI], 
2011). The growth of the U.S. aging population has added to the growing costs. “In the year 
2000, 13% of the U.S. workforce was over the age of 55 years. It is estimated that by the year 
2020, that number will increase to 25%” (Hayutin, Beals, & Borges, 2013, p. 5). This increase in 
an aging workforce may mean increased healthcare costs (Figure 1.1) and increased risk for 
musculoskeletal issues. Though older workers have fewer work-related injuries, their injuries 
tend to be more severe and take longer to heal (Canadian Centre for Occupational Health and 
Safety [CCOHS], 2012), which adds to increased costs.   
According to the Occupational Safety and Health Administration (OSHA), work-related 
MSDs are one of the leading causes of lost workdays (n.d.a). Non-work-related MSDs are the 
number one cause of disabilities in the U.S (Council for Disability Awareness, 2012). MSDs 
account for nearly 130 million physician’s visits per year (USBJI, 2014) and for “almost on-half 





The Integrated Benefits Institute [IBI] reports that direct costs due to poor healthcare cost U.S. 
companies approximately $576 billion dollars a year, with $227 billion of that due to 
presenteeism and absenteeism (2012). “In 2006, it is estimated that the annual direct and indirect 
costs for bone and joint health are $950 billion; this is 7.4% of the gross domestic product (GDP)” 
(USBJI, 2011, p. 7). 
Companies are realizing that their indirect costs greatly affect their bottom line and look 
for innovative strategies to remedy the situation. One such strategy is called Early Intervention. 
As the name implies, Early Intervention focuses on prevention and conservative treatment of 
discomfort, to keep discomfort from progressing to an injury. Through early reporting, Early 
Intervention can ward off potential injuries with conservative treatment that includes education, 
stretching, utilization of ice, and non-prescription medication. Describing the employee as an 
industrial athlete, the Early Intervention program treats the employee on his/her own playing 
field and focuses on injury prevention. The goals of Early Intervention are to increase employee 
productivity, decrease absenteeism, improve quality of life for the employee at work and home, 
improve morale, and decrease costs. 
Early Intervention programs change the paradigm of workplace injuries from the 
“reporting of injuries” to “early reporting of discomfort” to promote a more proactive approach. 
Early reporting encourages employees to become active participants in their return to maximum 
health, rather than passive recipients of treatment and care. While changing the mindset of 
employees and employers is challenging, it can demonstrate financial savings, improvements in 
















Purpose of Paper 
The purpose of this paper is to introduce the Early Intervention program and to provide a 
framework for introducing Early Intervention to the workforce. Focusing on behavioral change, 
the Early Intervention program works to decrease the number and severity of MSDs that arise 
from both work-related and non-work-related issues. Utilization of the Precede-Proceed model 
for health promotions can help ensure a successful implementation of the Early Intervention 
program in the occupational setting. The model facilitates the development, implementation, and 










 Early Intervention 
Early Intervention focuses on identifying and treating complaints of discomfort, pain, and 
minor sprains and strains by utilizing full-time healthcare professionals in the occupational 
health setting. Early reporting of pain, cramping, spasms, muscle tightness, muscle fatigue, and 
minor sprains and strains allows for immediate intervention. By preventing and catching minor 
discomforts before they become a major injury, the Early Intervention team can reduce both 
work-related and non-work-related health costs. The Early Intervention team observes and 
coaches employees at their worksite to correct the root cause of discomfort, while providing 
education on safe body mechanics and posture (ATI Worksite Solutions, 2014).   
The premise is that Early Intervention can eliminate or significantly decrease severity of 
symptoms if incorporated early in the Injury Continuum (Figure 2.1). The first four categories of 
the Injury Continuum, physical activity, discomfort, pain, and reduced capability, offer the 
greatest opportunities for success from Early Intervention involvement. Conservative therapies, 
job coaching, and ergonomic adjustments can directly affect outcomes. Once onset of disease 
occurs, referral of the employee to a physician normally becomes necessary and Early 
Intervention becomes more focused on assisting with rehabilitation per physician orders.   
The Early Intervention team follows the employee for two weeks or four visits promoting 
conservative treatment of education, stretching, ice, and non-prescription anti-inflammatory 
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recommended therapies, assessment of changes in discomfort, and documents the timeline for 
care prior to physician referral. If symptoms increase or are indicative of a more serious issue, 
the team immediately refers the employee for physician evaluation.   
Musculoskeletal Disorders 
MSDs are defined as: 
Injuries or disorders of the muscles, nerves, tendons, joints, cartilage, an disorders of the 
nerves, tendons, muscles and supporting structures of the upper and lower limbs, neck, 
and lower back that are caused, precipitated or exacerbated by sudden exertion or 
prolonged exposure to physical factors, such as repetition, force, vibration, or awkward 
posture. (Centers for Disease Control and Prevention [CDC], 2012, para. 3)  
They are the number one cause of disability and one of the leading causes of work-related lost 
workdays (Council for Disability Awareness, 2012; OSHA, n.d.a). In the U.S. alone, it is 
estimated that musculoskeletal disorders affect nearly one in two persons over the age of 18 
(USBJI, 2011). From 2004-2006, it is estimated that the direct and indirect costs for 
musculoskeletal disease were “nearly $950 billion dollars per year, with $576 billion coming 
from direct costs and $373.1 billion coming from indirect costs” (USBJI, 2011, p. 7). Direct 
costs include: “hospital inpatient, emergency, and outpatient services; physician outpatient 
services; other practitioner services; home health care; prescription drugs; nursing home cost; 
prepayment and administration; and non-health sector costs” (USBJI, 2011, p. 1). Indirect costs 
include: “value of productivity losses due to premature death due to a disease and the value of 








“Ergonomics is the science of fitting the job to the worker” (Loy & Battiste, 2013, 
Applying Ergonomics in Making Accommodations section, para. 1). By adapting the work 
environment to fit the employee, the Early Intervention team can reduce the stress on an 
employee’s body and decrease the likelihood of debilitating musculoskeletal injuries. “Lessening 
muscle fatigue, improving productivity, and reducing the number and severity of work-related 
MSDs” (OSHA, n.d.a, para. 2) are all benefits of a good ergonomics program. The application of 
ergonomics in the occupational setting, whether home office or manufacturing floor, can help 
prevent discomfort and injuries.   
Ergonomic assessments are a vital portion of an Early Intervention program. 
Incorporating ergonomics into the design process for projects such as workstation and equipment 
modifications, and the purchase of new equipment, “maximizes productivity while helping to 
reduce injuries, absenteeism, and error rates” (Cornell University, n.d., Reason 4).   
Functional Task Analysis 
The Functional Task Analysis (FTA) is a key ingredient to an Early Intervention program 
as well as a proactive step toward complying with the Americans with Disabilities Act (ADA). In 
addition to listing detailed physical requirements of a job, the FTA offers guidance to treating 
physicians and disability and workers’ compensation vendors about an employee’s ability to 
return-to-work with or without restrictions. FTAs also document the essential functions of a job 
which are required when hiring, approving job transfers, and accommodating persons with 







1. essential job functions, 
2. knowledge and critical skills,  
3. physical demands, 
4. environmental factors,  
5. the roles of the ADA and other federal laws such as the Occupational Safety Health 
Act, and  
6. any explanatory information that may be necessary to clarify job duties or 
responsibilities. (2008, para. 1) 
A sample FTA is in Appendix A. 
Early Intervention Team 
The Early Intervention program incorporates several different specialties. Members of the 
team include the Occupational and Environmental Health Nurse (OEHN), the Certified Athletic 
Trainer (ATC) or Physical Therapist (PT), the contracted vendor (if utilizing a vendor service), 
and the corporate or managing physician. The team also coordinates with other specialties such 
as Environmental, Health, and Safety (EHS); Human Resources (HR); employees; the 
management team within the facility; and personal physicians. The Early Intervention team 
members are trained on OSHA’s recordkeeping guidelines and recognize the importance of 
coordination with the Environmental, Health, and Safety (EHS) group to ensure compliance with 
OSHA’s recordkeeping guidelines, industrial hygiene monitoring, and OSHA-mandated 
surveillance exams. 
Occupational and Environmental Health Nurse (OEHN) 
The OEHN plays a key role in coordinating the Early Intervention team. The OEHN has 





exams or walkthroughs in the work area. As the case manager, the OEHN can schedule Early 
Intervention visits when employees return-to-work following an injury or illness and offer 
telephonic assistance before employees return-to-work.   
The OEHN’s expertise in health assessment, risk management, actual and potential 
hazards in the workplace, mechanism of injury, and case management provides a strong 
foundation for an Early Intervention program. “The primary focus of occupational and 
environmental health nursing has been and continues to be the promotion, restoration and 
maintenance of worker health, prevention of illness and injury, and protection from occupational 
and environmental hazards” (American Association of Occupational Health Nurses, Inc 
[AAOHN], 2012, Current Climate and Future Challenges section, para. 3).   
Certified Athletic Trainer and Physical Therapist  
Certified Athletic Trainers (ATCs) are regulated in every state but California and Alaska 
(Board of Certification for the Athletic Trainer [BOCATC], 2013). ATCs must attend four years 
at an accredited college before being eligible for National Athletic Trainers Association (NATA) 
certification. Nearly 70% of ATCs have attained a graduate degree (National Athletic Trainers 
Association [NATA], n.d.). The Bureau of Labor Statistics (BLS) states: 
Athletic trainers help prevent and treat injuries for people of all ages. Their clients 
include everyone from professional athletes to industrial workers. Recognized by the 
American Medical Association as allied health professionals, athletic trainers specialize 
in the prevention, assessment, treatment, and rehabilitation of musculoskeletal injuries 
(2014c, What Athletic Trainers and Exercise Physiologists do section, para. 1).   







Physical Therapists (PTs): 
Help injured or ill people improve their movement and manage their pain. They provide 
care to people of all ages who have functional problems resulting from back and neck 
injuries; sprains, strains, and fractures; arthritis; amputations; neurological disorders, such 
as stroke or cerebral palsy; injuries related to work and sports; and other conditions.  
(BLS, 2014d, para. 1 & 3) 
PTs must attain a graduate degree from an accredited PT program before being allowed to take 
their national licensure exam (American Physical Therapy Association [APTA], 2014). The 
mean annual salary for PTs is $82,180 (BLS, 2014b). 
ATCs and PTs intervene with employees at different points of time with an injury. ATCs 
provide initial assessment and care for the employee’s injury when it occurs and PTs provide 
care after the injury occurs. ATCs expertise is field based and approaches the injury on the scene.  
The collaboration between the OEHN and the ATC or PT demonstrates a well-rounded approach 
to employee health by providing expertise in education, health and wellness, assessment and 
treatment, knowledge of ergonomics, and hazards within the work environment. The ATC’s and 
PT’s expertise in anatomy and physiology of the musculoskeletal system, musculoskeletal 
assessment, mechanism of injury, and principles of conditioning is an excellent fit with the 
OEHN’s assessment skills, knowledge regarding disease processes and identification of 
abnormalities, case management, understanding of environmental work hazards, risk assessment, 
and OSHA requirements for surveillance and recordability.  
As the Early Intervention program is aimed toward injury prevention, early reporting, and 





musculoskeletal health. By having an ATC collaborate with the OEHN, the OEHN is able to 
focus on other aspects of the occupational health department. In regard to program costs, the 
ATC’s lower salary range also makes the program more affordable, offering more value for 
investment. 
NATA conducted surveys in 2003 and 2009 and both demonstrated positive results from 
companies that utilized ATCs in their facilities. The 2003 survey had 31 out of 32 respondents 
stating that “athletic training programs within their occupational facilities provided a positive 
impact on the company’s health care costs” (Halls, n.d.a, Return on Investment section, para. 1). 
This study stated that a 16% response rate (75 surveys received out of 460 sent) was very 
acceptable and “valid as a trend indicator and reliable industry segment sample” (Halls, n.d.b, 
Methodology, para. 1), yet only 32 of the surveys were deemed “usable” (Halls, n.d.b, 
Methodology, para. 1). While the 2009 survey did not give the percentage of respondents, it did 
state that “100% of respondents felt that the athletic trainer made an impact on their health care 
costs within one year” (Halls, n.d.a, p. 2) 
Physician 
Physician involvement is a requirement for the Early Intervention program, as ATCs, and 
PTs work under the direction of a physician. The physician should review and approve protocols, 
along with the OEHN. Physicians are part of the treatment plan for employees who do not 
respond to conservative treatment or who have an immediate need for physician assessment and 
treatment based upon their symptoms. As laws vary from state to state, ATCs may need a 
physician on-site to perform some aspects of the Early Intervention program, such as work 







The OEHN, EHS, and HR work together to evaluate the business needs for an Early 
Intervention program. Evaluating workers’ compensation costs, recordable rates, types of 
injuries, and personal health insurance claim costs can assist in making a business case for an 
Early Intervention program. Companies may decide to outsource the Early Intervention program 
based on cost, expertise of the Early Intervention team, and necessary software. Qualified 
vendors are available and can provide personnel with specialized training, as well as existing 
software that can meet the needs of the Early Intervention team for documentation, estimating 
cost savings, collection of aggregate data, and development of treatment plans.  
Before outsourcing to a vendor, some things to consider are (OSF Global Services, 2012): 
 Does the vendor have experience with similar projects and companies?   
 Is the vendor financially stable? 
 Will the vendor fit in with the corporate culture of the client? 
 Does the vendor have good references post-implementation from other companies? 
 Are there outstanding complaints or litigation? 
 What technology and applications are available? 
 What is the selection process for staffing and does the client have any input?   
 What is the normal turnover rate for staff? 
 What are contact processes in place for issues?  Is there a single point of contact? 
 What is the cost and expected return on investment? 
 What is the timeline for implementation? 





The OEHN should manage the program to guide delivery of service and audit the process 
to ensure compliance. The agreed upon vendor should submit a contract for approval which 
states items such as pricing, staffing, addendum process for changes, single point of contact, and 
contract length.   
Stretching Programs 
Stretching programs can assist employees to improve their flexibility and joint range of 
motion, and decrease the risk of injury. Stretching also increases circulation to the muscles and 
can be tailored to specific muscle groups. Employees can utilize stretches that focus on the 
muscle groups they use the most to decrease their risk for activity-related injuries. Stretching can 
also have a psychological benefit, creating bonding and improved morale with everyone doing a 
common activity together (Graham, 2013). Stretching programs provide job specific stretches 
that can be utilized to assist with discomfort and injuries. A pre-existing stretching program 
allows the Early Intervention team to reiterate stretches that are incorporated into the daily work 
routine and does not require additional stretches to be utilized for treatment of discomfort.  
Choi & Woletz (2010) evaluated several studies on workplace stretching (Table 2.1). The 
results varied as to whether stretching actually showed improvement, but none showed that 
stretching was a detriment to employees. Examples of various stretches that can be performed for 
motion breaks are shown in Appendix B. The movements are simple, incorporate different 
muscle groups, and most can be performed independently at the workstation. Appendix C 
demonstrates the American Sign Language alphabet which utilizes hand motions that incorporate 
the muscle groups of the hand and forearm (Ajiboye & Weir, 2009) and works well for 





















stretching course at 
least 3 times during 
workdays in a six 
month period 
Determine the efficacy of 
stretching on upper limb 
pain 
While stretching 
seemed to reduce 
upper limb pain, 
stretching alone could 
not be identified as the 
single method of 
preventing upper 
extremity MSD 




4 weeks (two 15 min 
breaks/day); 4 weeks 
with supplementary 
breaks (two 15 min 
breaks plus four 5 
min breaks/day) 
Examine the effects of 
rest breaks and stretching 
exercises on symptoms 
and performance in data-
entry workers 
Participants had low 
compliance in 
performing stretches 
which prevented valid 
assessment of 
stretching effects 
Moore (1998)  Manufacturing 
(pharmaceutical) 
Stretching sessions 
were held 5 times a 
day and lasted 5-8 
min 






however research did 
not include a control 
group 






before or soon after 
exercise 
Determine effects of 
stretching on post-
exercise muscle soreness 
and injury prevention  
Stretching did not 
significantly reduce 
delayed-onset muscle 
soreness or prevent 
injuries (in young 









consisted of a 30-min 
session held 
approximately 3 
times a week during 
a period of 6 months  
Evaluate the effect of 
flexibility stretching on 
frequency and severity of 
joint injuries 
The flexibility exercise 
program did not reduce 
the frequency of 
injuries; however the 
program did reduce the 
cost of MSD 
Holmstrom & 
Ahlborg (2005)  
Construction work A 10-min exercise 
every morning (paid 
working time at the 
building site) during 
a period of 3 months 
Evaluate the effects on 
muscle stretchability, 
joint flexibility, muscle 
strength and endurance in 
construction workers 
Increase of thoracic/ 













Stretching Protocol Study Objective  Main Findings 
strength was not 





Construction work A standardized 8 
week home exercise 




stretches for 30s each 
repetition) 
Evaluate a therapeutic 
exercise program intended 
to reduce pain and 
improve shoulder function 
Significantly 
reductions in pain and 
disability, and 












  McGowan (2011) developed mathematic formulas to help determine the cost of 
workplace stretching programs. Utilizing the amount of time employees are away from their 
workstations, the number of employees, and their hourly pay, the total cost due to time away 
from the work area can be computed. These figures can then be used to determine potential lost 
profit, if productivity decreases during that time. However, they do not take into account the 
decreased anxiety, decreased discomfort from static postures, and improved morale and mental 
health from stretching programs, which in turn makes for a more productive worker (Montero-
Marin, Asún, Estrada-Marcen, Romero, & Asún, 2013). 
Work Conditioning and Work Hardening 
The APTA’s Orthopaedic Section Board of Directors adopted the advanced work 
rehabilitation guidelines that had been rescinded by the APTA earlier in the year (2011). The 
guidelines define work conditioning as a program with an emphasis on physical conditioning that 
addresses the issues of strength, endurance, flexibility, motor control, and cardiopulmonary 
function. The goal is to improve work status and function and to ensure the employee is ready to 
return-to-work.   
Work hardening is defined as:  
An interdisciplinary, individualized, job specific program of activity with the goal of 
return-to-work. Work Hardening programs use real or simulated work tasks and 
progressively graded conditioning exercises that are based on the individual’s measured 
tolerances. Work hardening provides a transition between acute care and successful 
return-to-work and is designed to improve the biomechanical, neuromuscular, 
cardiovascular and psychosocial functioning of the worker. (Washington Department of 





Though similar to work conditioning, work hardening can be more time consuming, with 
employees working up to 8 hours per day and 5 days per week. It requires a multidisciplinary 
team to focus on many different aspects of the worker, and utilizes real and simulated work 
activities. Work hardening has a specific job toward which the patient is working to return, and 
focuses on “safety, productivity, physical tolerances, and worker behavior” (ProRehab, 2012, 
Work Hardening section, para. 1). Work conditioning has a job goal, but not necessarily with the 
old job in mind.   
Most work conditioning and work hardening programs began in the 1980s, but data 
confirming the effectiveness of those programs are sparse. Lechner (1994) pooled together 
different studies on work conditioning and work hardening to review research to determine the 
effectiveness of the programs. Significant differences in the method of study, utilization of 
control groups, and follow-up following initial treatment were found. The need for more studies 
with greater documentation, randomization, and controls was identified (Lechner, 1994). 
Fitness for Work 
Fitness for work, also termed ‘fit for duty’, is defined as “a determination of whether an 
individual is fit to perform his or her tasks without risk to self or others” (Serra et al., 2006, para. 
2). It has a place in both the return-to-work and the pre-placement process. Employees need to 
have the physical capacity to do the essential functions of the job. Fitness for work helps 
determine if employees who have been off for extended leave can safely return or should return 
with an accommodation. Fitness for work can occur following a job offer to ensure that the 
candidate can physically perform the essential function of the job. By basing hiring decisions on 






Serra et al. (2006) analyzed published research regarding fitness for work examinations 
from 1984-2005. Of the 39 articles reviewed, the reviewers stated that there was “evidence of 
inconsistencies and low validity of judgments, so standardized criteria are needed” (Serra et al., 
2006, Discussion section, para. 1). The lack of evidence-based strategies to evaluate medical 







DESIGNING AN EARLY INTERVENTION PROGRAM: PRECEDE-PROCEED 
MODEL 
 
The Precede-Proceed model of health promotion is a cost-benefit framework proposed by 
Dr. Lawrence Green in collaboration with Marshall Kreuter (Green, n.d.). The model recognizes 
that multiple factors affect health behaviors and demonstrates that the program must be 
multidimensional to succeed (Hodges, 2011). Precede stands for Predisposing, Reinforcing, and 
Enabling Constructs in Educational/Environmental Diagnosis and Evaluation (U.S. Department 
of Health & Human Services, 2003b), and assists in performing a thorough needs assessment to 
ensure success of the health promotion program. Proceed stands for Policy, Regulatory, and 
Organizational Constructs in Educational and Environmental Development, which evolved later 
in the framework (Green, n.d.), and encourages the evaluation of the impact of the health 
promotion program. The process for the model is depicted in Figure 3.1. Each phase of the 
model will be discussed. 
The Precede-Proceed model focuses on improving or enhancing the health of the 
community. According to the Community Tool Box (CTB), the model is based on several 
assumptions, such as: 
 Since the health promoting behaviors and activities that individuals engage in are 
almost always voluntary, carrying out health promotion has to involve those whose 
behavior or actions you want to change. 















 Health is an integral part of a larger context, probably most clearly defined as quality 
of life, and it’s within that context that it must be considered. 
 Health is more than physical well-being, or than the absence of disease, illness, or 
injury. Factors such as economic, social, political, ecological, and physical add up to 
healthy, high-quality lives for individuals and communities. (2013, What is Precede-
Proceed section, para. 3) 
The OEHN should work with different entities within the company to create a task force 
to help ensure success. The involvement of HR, EHS, Benefits Specialists, Legal, Plant 
Management, and Procurement all assist the OEHN in determining workforce demographics, the 
needs of the employer, goals for the program, financing requirements, and vendor options. Input 
from each of these specialties creates a more concise vision of what the company wants to 
achieve and can assist throughout the planning, implementation, and evaluation of the Early 
Intervention program.   
Once vendor decisions have been made, the OEHN should work closely with the vendor 
to ensure that the initial program goals are met and devise strategies for implementation and 
outcomes. The OEHN is responsible for managing the vendor, reporting outcomes to upper 
management, and promoting the program throughout the company. There should be a clear scope 
of work within the contract that can assist the OEHN with vendor and program management.   
Phases of the Precede-Proceed Model 
Social Assessments 
During the social assessment phase, the desired result is defined. Factors that can help or 
hinder achieving the desired result should also be identified during this phase. The needs of the 





to develop strategies to help achieve the desired result for all employees, as the teaching methods 
and interactions may differ between groups. The development of subcommittees that incorporate 
employees from different work groups can help to recognize and overcome challenges that affect 
the desired result. For example, the challenges for the field sales force may differ from the 
challenges for the on-site manufacturing workforce, but the end goal is the same. Understanding 
the dynamic of different departments can assist the Early Intervention team to establish 
partnerships and improve opportunities for success. 
Initially the task force may want to evaluate the employee/employer relationship and the 
organizational climate. When developing the marketing and implementation strategies for the 
new program, it is important to assess the employee and management attitudes toward change, 
the culture of the employee population, and concerns or fears regarding job security. Overtime 
has been an indicator for both non-physical and physical presenteeism (Golden, 2011); it can 
also influence employees’ readiness for change. Awareness of the current policies for injury and 
illness reporting, incident investigation, return-to-work, and transitional duty can provide 
insights into management’s attitude regarding these issues. The OEHN should work with the 
EHS team and front-line supervisors to determine employee attitudes toward occupational health, 
reporting of discomfort or injuries, and to become aware of current challenges regarding 
improvement and change that can affect response to the Early Intervention program.  Is job 
specific stretching already in place in the workplace for all employees? If stretches are in place, 
do they require modification? Is there an ergonomics program in place or will it be starting from 
scratch?  
The task force should evaluate employee and management views of previous programs 





existing occupational health staff, there may be some anger from employees and inhibit initial 
acceptance of the staff. If bonuses are dependent upon recordable incident rates (RIR) or first aid 
visits, it may deter employees from utilizing the program, due to the fear that issues may be 
determined to be work-related. Another issue that could affect willingness to participate in the 
program is the pay policy when an employee is off-work due to short-term disability. If 
employees receive less than their normal pay, they may be more willing to participate in a 
program that could prevent the need for medical leave.   
There are key questions that the OEHN and the task force should consider when starting 
an Early Intervention program. What are the budgeting and staffing allowances for the program? 
Will there be a physician on-site or located elsewhere and available for consultation? Who is the 
managing person on the site? Is the budgeted money for the program coming from one source or 
is it coming from different departments? What reporting strategy will be incorporated for the 
program and who will be the recipients of those reports? What departments need to be involved 
with possibly work-related cases (PWRs) and what notification process will occur? Will work 
hardening, work conditioning, and fitness for work be a part of the Early Intervention program? 
Where will the Early Intervention team be located that will provide easy access to the greatest 
number of high-risk employees? What are the state licensing laws for ATCs or PTs working in 
the industrial setting? The task force may recognize changes to policies that may be in place and 
help to communicate those changes to the workforce in a positive manner. The answers to these 
questions can help define the ultimate goal for the program by determining the wants and needs 
of the workforce/workplace.   
Assessments of past workers’ compensation costs, trends for injuries and illnesses, as 





disability information regarding musculoskeletal injuries can be an indicator of potential issues 
and concerns regarding the workforce, and can help with risk analysis of pre-existing conditions. 
Knowledge of the pay processes while an employee is off for short-term disability can also be 
insightful. If employees make less money while they are off on disability, they may push their 
physicians for an early return-to-work. If employees make the same pay they did while working, 
they may not discuss the possibility of return-to-work with restrictions with their physician.   
Evaluation of the current return-to-work policy can offer insights into how the Early 
Intervention team can improve and manage that process. An awareness of the company’s beliefs 
on transitional duty is essential, as some companies still shy away from allowing transitional 
duty. With the OEHN and the ATC working as a team, they can thoroughly assess an employee’s 
ability to return-to-work. Evaluating employee musculoskeletal issues, as well as pre-existing 
disease processes allows the team to recognize potential risk and work to mitigate those risks 
proactively. The ongoing interaction with the employee following a return-to-work can make 
transitional duty a more acceptable program for management and it creates a partnership between 
the Early Intervention staff, the employee, and management.   
The combination of the social and epidemiologic assessments allows for the development 
of objectives for the Early Intervention program that are specific for that company. Awareness of 
how the program is being funded and who doing the funding may dictate some of the program’s 
focus, as departments that provide the larger percentage of funding may demand more focus 
within their work environment.  
Epidemiologic Assessments 
The epidemiologic assessment phase identifies the health problems that exist within the 





identify the demographics of the workforce, the main health risks within that workforce, and the 
types of injuries/illnesses seen.   
An aging workforce, rising health care costs, and an increase in the number of people 
with chronic conditions has increased spending for companies across the U.S. In 2000, 13% of 
the workforce was over the age of 55. It is predicted that by 2020, the workforce over the age of 
55 is expected to increase to 25% (Hayutin et al., 2013). “Effective interventions in employee 
health, safety, and productivity have been shown to improve the efficiency of the older workers 
by reducing absenteeism and presenteeism” (National Healthy Worksite, 2012, p. 4). According 
to the BLS (2008), the percentage of workers over the age of 65 will increase by over 80% by 
2016. They will account for 6.1% of the total workforce in 2016, as compared to 3.6% in 2006.   
Some musculoskeletal changes occur normally with age. Around the age of 30, bone 
density decreases, cartilage in joints becomes thinner, connective tissue surrounding the joints 
becomes more rigid and brittle, and loss of muscle mass and strength begin to occur (Merck, 
2007). Static postures can decrease the blood flow through the tissues and with the changes from 
aging, can be more noticeable and severe. Changes due to aging can increase the likelihood for 
development of musculoskeletal injuries and longer healing time. Though workers over the age 
of 55 had “similar or lower rates for injuries/illnesses when compared to younger workers, the 
length of absence from work increased steadily with age” (CDC, 2011, para. 1).   
Chronic diseases can slow healing and increase risk for complications. Both 
cardiovascular disease and diabetes can decrease blood flow to muscle tissue, which can lead to 
hypoxic tissues that fatigue sooner and heal slower. Diabetes can contribute to musculoskeletal 
complications of the hands, shoulders, feet, muscles, and bones, due to metabolic perturbations 





skin and periarticular structures” (Kim, Edelman, & Kim, 2001, p. 132). With a working 
knowledge of the effects of chronic conditions on healing and risk, the Early Intervention team 
can anticipate complications that could arise with the musculoskeletal system or catch issues 
early in their symptomatology to decrease further issue.   
The Early Intervention team should work with HR to determine the average age of the 
workforce and prevalence of chronic conditions. The HR team may be able to assist with average 
age, while the Benefits team may offer some guidance with chronic conditions by evaluating 
aggregate data from the employee health plan. Though these numbers may also include spouses 
and children, they can give some indication of the chronic disease processes within the employee 
population. 
The location and isolation of the workplace can also affect employee involvement in 
programs outside of their immediate work area. Employees who work alone in isolated areas 
may be less likely to report to the occupational health department if they are having discomfort, 
as there is no coverage when they leave. The same holds true for work areas located far away 
from the occupational health department. The Early Intervention team should collaborate with 
supervisors and EHS specialists to determine where these problem areas may be and work to 
ensure that the team frequently visits those areas.   
Highly populated work areas can be both a help and a hindrance when working with the 
Early Intervention team, depending on the culture and attitudes of the work group. The Early 
Intervention team may be viewed as an intrusion into the workforce and must earn the trust of 
the employee population. The team can work to win over the employee population with ongoing 
interaction in the work environment, frequent follow-ups according to an agreed upon schedule, 





transition may be simple and welcome, increasing the participation in the Early Intervention 
program. If the work group is slow to respond to change, feels threatened or distrustful of the 
Early Intervention staff, or considers discussing discomfort as a ploy to get out of work, the 
Early Intervention staff may have a more difficult time introducing the program into those areas. 
Again, discussions with supervisors and EHS specialists to find ways to work with these groups 
in a positive fashion can help the Early Intervention team to become an integrated part of that 
work group. 
Cumulative Trauma Disorders (CTDs) are normally seen with jobs or hobbies that have 
prolonged repetitive, forceful, or awkward movements, involve temperature extremes, vibration, 
duration, and fatigue (OSHA, 2000). Conditions such as carpal tunnel syndrome, bursitis, 
epicondylitis, impingement syndrome, and tendonitis are just a few examples of CTDs that occur 
from continuous use or pressure (JAN, 2013). Static postures utilized in jobs such as assemblers 
or keyboarders can have a higher incidence of CTDs (CCOHS, 2008). Hobbies such as knitting, 
bowling, needlework, and gardening can contribute to a higher incidence of CTDs (CCOHS, 
2008). Employees who travel frequently may experience shoulder impingement from carrying a 
heavy computer bag on their shoulder. CTD symptoms for carpal tunnel syndrome and 
epicondylitis can develop due to poor mouse ergonomics (MedlinePlus, 2014); shoulder 
impingement may develop with frequent overhead work (Orthopedic Associates of Michigan, 
2014). The Early Intervention team needs to determine if any of these factors could affect 
employees, both at work and home, and treat them as a whole.    
Employees in remote locations, such as Field Sales, can still participate in Early 
Intervention by notifying the team about discomfort, concerns, or questions regarding awkward 





Telephonic calls, email discussions, and sharing of photographs of employees in their work 
environment, storage facilities, and seat placement in car can assist the Early Intervention team 
to improve the work environment.  
The social and epidemiologic assessments provide the necessary information to set goals 
and objectives for the program. The OEHN, the Early Intervention team, and the task force 
should work together to ensure that the goals and objectives meet the needs of the business and 
are geared toward achieving the desired result. Utilization review information from health 
insurance, workers’ compensation costs, and employee visits to the occupational health 
department can offer the Early Intervention team insights into the workforce needs and help to 
establish goals and objectives that assist in meeting those needs.   
Behavioral and Environmental Assessments 
This assessment looks at behavioral and environmental factors that contribute to 
employee musculoskeletal discomfort. What is the employee doing at work or home that could 
cause discomfort? What are the behaviors of peers and family members that could contribute to 
the employee’s complaints? Are there environmental factors that need to be modified to decrease 
risk of injury? 
High production areas may limit employees leaving the work area except for scheduled 
breaks. In areas where performance is rated on meeting or exceeding quotas, one person leaving 
the line can create hardships for co-workers. What are the expectations of the work area? What 
are co-workers’ attitudes toward meeting with the Early Intervention team? These are areas 
where it is important for the Early Intervention team to spend a lot of time on the floor, as these 





Is the work environment conducive to movement, stretching, and eliminating static 
postures? Are employees utilizing stretches or are they choosing to stay in static positions due to 
fatigue or habit? When employees are home, what is their environment? What behaviors may be 
contributing to discomfort? Carrying a toddler on one hip at home could lead to lower back 
issues; golfing could lead to possible CTDs in wrist, elbow, or shoulder. All of these are factors 
that could affect employee health. 
What work schedules are in place? Do employees work 10 to 12 hour days with overtime, 
so they work 14 or 16-hour days? How many hours are in a normal work week for employees? 
Do employees work a rotating shift, which has a greater possibility of leading to fatigue? 
According to the CDC, “both long hours and rotating shifts have been associated with health and 
safety risks” (2014, p. 1). 
Environmental factors, such as temperature extremes, can increase risk for CTDs. 
Extreme heat or cold can place stress on tissues. “Extreme cold constricts blood vessels and 
reduces sensitivity and coordination of body parts. Extreme heat can result in increased fatigue 
and heat stress” (Marine Corps Community Service Camp Lejeune, 2013, p. 17).   
According to the University of Maryland Medical Center (2013), carpal tunnel syndrome 
(CTS) tends to occur in people with certain genetic or environmental risk factors. Obesity, 
alcohol abuse, smoking, and/or excessive mental stress are all considered risk factors for 
developing CTS. Women are three times more likely than men to develop CTS, and there is a 
greater risk associated with diabetes, rheumatoid arthritis, and hypothyroidism (WebMD, 2011). 
Some cases also exhibit a genetic component, making people more prone to that condition. An 
awareness of behaviors or conditions that could contribute to MSDs will also assist the Early 





Educational and Organizational Assessments 
The educational and organizational factors are defined as the predisposing, enabling, and 
reinforcing factors that provide either support or barriers (Hodges, 2011). The team should be 
aware of potential literacy issues or language barriers that can affect the employees’ abilities to 
understand instructions. Peer pressure from co-workers and family members could keep 
employees from reporting discomfort. If there are quota goals or incentives for “zero accidents,” 
employees may be reluctant to report injuries. Are financial incentives or performance reviews 
based on safety and OSHA recordables? Is there a fear of retaliation by co-workers or 
management for reporting; will bonuses be withheld or decreased if a case is reported? These are 
all questions the task force and the Early Intervention team should ask during this assessment.   
It is important for the Early Intervention team to be aware of the safety culture and how 
employees are rewarded or punished for their safety record. If bonuses are based upon low 
OSHA recordable rates for the work area, employees may be reluctant to discuss discomfort with 
the team for fear it will become a recordable injury and affect everyone’s pay. The team should 
also be aware that there might be personal biases regarding the reporting of discomfort or pain. 
Some cultures have a deep-seated belief that reporting pain or discomfort is a sign of weakness 
or laziness. An awareness of the mindset of the employees and management can help the Early 
Intervention team overcome these obstacles.   
The current economic climate of the business can affect the willingness of employees to 
participate in the Early Intervention program. Employees may fear for their jobs; they may have 
concerns that the company will view them as high-risk employees, and they may be worried 
about missing work should the injury be serious enough to require surgery. Fears regarding 





fewer breaks to try to save money, improve the viability of the business, or demonstrate their 
value to the company.   
Employees and the company need to feel the program has value to them. Decreased 
discomfort, improved mobility and function, and ability to be physically active in their lives, 
both at and away from work, are all positive factors that demonstrate value to employees. 
Showing a return on investment (ROI) can demonstrate the savings for the company. As direct 
and indirect costs affect a company’s bottom-line, the Early Intervention team needs to be able to 
demonstrate their own value. 
Local health providers would benefit from an introduction to the Early Intervention 
program and what it offers to employees. An awareness of the availability of care may prompt 
physicians to send employees to the team for MSD follow-up. Open communication between the 
groups, with consents signed, can help improve employee responses to treatment and discourage 
noncompliance with recommended courses of action.   
The Early Intervention team needs to be aware of the resources available to best serve the 
needs of the business. Will there be a physician on-site or will the Early Intervention team 
collaborate with an outside physician? When purchasing ergonomic supplies, will that purchase 
be made from the Early Intervention team’s budget, the EHS budget, or employee departmental 
budget? What is the reporting hierarchy for the Early Intervention team within the company? If 
resourced from an outside vendor, who is the supervisor/single point of contact for the team or 
company management?  
Administration and Policy Assessments 
Issues that can influence staffing decisions include the budget for staffing, goals of 





employee population. There are qualified vendors who provide trained personnel, have 
guidelines and protocols already in place, and provide software that offers the required 
documentation and documents potential cost-savings. Outsourcing these roles through a vendor 
can provide flexibility, medical expertise in workforce health management, and information 
management systems that offer documentation strategies, trend analysis, potential cost-savings, 
and reporting mechanisms that allow the Early Intervention team to present their ability to 
control costs and demonstrate value (Sherman & Cooper, 2006).   
If the decision is made to outsource the Early Intervention program, businesses will often 
post a Request for Proposal (RFP) requesting bids for service based upon a generalized scope of 
work (University of Connecticut, 2005). The RFP will stipulate the needs and wants in which the 
company is interested in investing. RFPs allow businesses to receive bids from various groups 
who specialize in the services being requested. Narrowing the search to a select few providers for 
detailed presentations allows the hiring business to ask questions focused around their needs, the 
delivery of systems from the presenting vendor, and the timeline in which they can provide the 
services requested.  
Adherence to departmental policies regarding such things as dress codes, jewelry, 
fragrance, and PPE will help the team to assimilate into the environment. The Early Intervention 
team should be aware of policies regarding non-essential personnel in the work environment to 
ensure that departments are aware of and allow for their presence. Also, are there any trainings 
and orientations that must take place prior to people entering the manufacturing areas? Rules 
regarding clothing, cell phones, cameras, and hygiene requirements should be understood and 
followed. Also, what are the policies regarding employees leaving the work area or meeting with 





require appointments to be made and approval by the supervisor? Different areas have different 
needs and priorities; the Early Intervention team needs to be aware of this and tailor their 
activities accordingly. 
The team should be cognizant of the employee reporting hierarchy to communicate 
possible work-related conditions. Who are the contact persons within each group and are they 
required to be involved with each interaction? The Early Intervention team needs to ensure they 
are setting the example and following the rules established by the leadership team so employees 
do not feel frustrated or are not reprimanded for meeting with them without proper leadership 
notification. Also, when new processes are put in place, leadership teams and employees may 
feel distrustful, fearful, and concerned about what this means for them. By respecting each area’s 
rules and regulations and following them, the Early Intervention team can assist in bridging the 
gaps between each group.   
When ordering necessary supplies, such as keyboard trays or foot rests, the Early 
Intervention team needs to be aware of which budget pays for those supplies and what approvals 
are needed. Does the Early Intervention team have a budget to purchase items or would 
purchases need to be approved and assigned to the employee’s own work area budget? Work 
areas should be provided a list of approved ergonomic equipment and costs, which decreases 
confusion for purchases. Larger items, such as sit/stand desks and chairs, may need prior 
approval from a Facilities group that may take the lead with furniture purchases. Many 
companies are trying to standardize equipment utilized; awareness of that can also assist the 
Early Intervention team in guiding employees toward the best option available.  
The Early Intervention team should be recognized as a key stakeholder in the process, 





and manufacturing changes should be discussed and evaluated by the team to decrease potential 
for ergonomic issues. For the same reason, proposed changes in office furniture and design 
should involve consultations from the team. This can help to eliminate or decrease hazards 
significantly and demonstrate that the team is a valuable contributor for various tasks, such as 
selecting and approving furniture, guiding office design, testing and approving office ergonomic 
items for purchase, and being involved in process modifications.   
OSHA. 
The Early Intervention team is required to adhere to OSHA standards, state guidelines, 
HIPAA, and the American with Disabilities Act. The team should have a working knowledge of 
both federal and state OSHA regulations and surveillance and recordability criteria.   
Currently there are twenty-seven states that have their own OSHA programs. Following 
the guidance of Section 18 of the OSHA Act of 1970, these state plans must meet the federal 
OSHA standards prior approval and some states have gone even further and developed even 
more stringent standards (E-training, 2013). It is imperative that the Early Intervention team 
recognize the differences between the state plan and the federal program. 
Per OSHA’s letter of interpretation (May 20, 2011), stretches and exercises for an injury 
are considered medical treatment, which makes a work-related incident an OSHA recordable 
case (OSHA, 2011). However, it also states that, “if a treatment is administered as a purely 
precautionary measure to an employee who does not exhibit any signs or symptoms of an injury 
or illness, the case is not recordable” (OSHA, 2011, para. 4). Another letter of interpretation 
states that “a work-related case would not be recorded if 1) the employee experiences minor 
musculoskeletal discomfort, and 2) a health care professional determines that the employee is 





restriction to that employee for the purpose of preventing a more serious condition from 
developing” (OSHA, May 21, 2010, para. 6).  
Discomfort is defined by Merriam-Webster’s online Dictionary as “distress; mental or 
physical uneasiness” (2014a, noun section, definition 1), whereas injury is defined as “hurt, 
damage, or loss sustained” (2014b, definition 2). The two words are not synonyms and are not 
used interchangeably when discussing cases. When evaluating possibly work-related cases 
(PWRs), the Early Intervention team should consider if an employee who is experiencing 
discomfort can perform all of his or her job functions and if a protective restriction would keep 
the employee from developing a more serious condition. The incorporation of the existing daily 
stretches and body movements can assist that employee to be more aware of body mechanics and 
decrease discomfort. The Early Intervention team needs to be aware that should stretches extend 
beyond those previously utilized stretches, the case may need to be recorded in the OSHA 300 
log as a recordable injury should it be deemed work-related. 
Workers’ Compensation. 
As workers’ compensation is a state-mandated insurance program for employees who 
suffer job-related injuries or illnesses, the Early Intervention team must know the workers’ 
compensation guidelines for the state of the injured worker. When the team assists remote groups, 
such as Field Sales, it is possible that all 50 states may be involved for the workforce. If the 
injured worker works in a monopolistic state, that worker must utilize the workers’ compensation 
provider that is designated by the state. The employee and the Early Intervention team will work 
through that system rather than utilizing private insurance. Currently there are four states and 





Virgin Islands, and the Commonwealth of Puerto Rico (International Risk Management Institute, 
2014).   
Each state may have different rules regarding who guides the care employees receive. 
Can employees see their own physician or must they see an employer-provided physician? If 
they must see an employer-provided physician, is that throughout the duration of care or can 
employees change physicians after a set number of days? If employees can be self-directed and 
seek a second opinion in the same specialty, does the employer then start guiding care? The rules 
vary depending on the state and it is important that the Early Intervention team is aware of that 
fact. If the employer has a third-party administrator for workers’ compensation, the claims 
managers within that third-party should have subject matter experts to assist with state policies.  
Health Insurance Portability and Accountability Act (HIPAA). 
The Health Insurance Portability and Accountability Act (HIPAA) of 1996 privacy rule 
“assures that individuals’ health information is properly protected, but allows the flow of health 
information needed to provide and promote high quality health care and to protect the public’s 
health and well being” (U.S. Department of Health & Human Services, 2003c, para. 2), while the 
security rule sets standards for information maintained or transferred electronically (U.S. 
Department of Health & Human Services, 2003d). HIPAA directly affects the Early Intervention 
team and their ability to share information without disclosing personal medical information. The 
privacy policy “does not apply to entities that are workers’ compensation insurers and/or 
administrative agencies, and employers, except to the extent that they may otherwise be covered 
entities” (U.S. Department of Health & Human Services, 2003a, para. 1). Health information is 





As the Early Intervention team cares for non-work-related (NWR) and possibly work-
related (PWR) injuries in all stages, they need to be aware of the HIPAA laws regarding privacy 
and follow them. Every effort to protect the employee’s privacy should be made with both NWR 
& PWR cases. PWR issues may be discussed with non-medical entities to assess the work 
environment and the causal relationship between the discomfort and the job. The team walks a 
very fine line and must work diligently to ensure all non-essential employee information is 
protected.  
The Americans with Disabilities Act (ADA). 
The Americans with Disabilities Act (ADA) makes it “unlawful to discriminate in 
employment against a qualified individual with a disability” (U.S. Equal Opportunity 
Employment Commission [EEOC], 2008, p. 1). It is vital for companies to have detailed job 
descriptions that document the essential job functions. The FTAs completed by the Early 
Intervention team are created with the assistance of HR, employees, and supervisors. The FTAs 
provide the necessary essential job function information that can assist in the hiring process as 
well as return-to-work, or if employees need work restrictions or a reasonable accommodation to 
assist them with their job. Documentation of the essential job functions ahead of time creates a 
clear picture of what individuals must be able to physically and mentally do and determines if 
they could do the job with or without reasonable accommodations. The essential job functions 
and written job descriptions prior to advertising or interviewing candidates for a job will meet 
the necessary criteria (EEOC, 2008). 
The Early Intervention team also works with the EHS team, HR, and employees by 
assisting with the accommodation process. The team’s working knowledge of the work 





reasonable accommodations or to recognize when accommodations may present an undue 
hardship for the company.   
Policies and Procedures. 
The team should evaluate the return-to-work and injury reporting policies. They should 
assess what is in place and if modifications may be necessary. Existing policies may need to be 
revised to include the involvement of the Early Intervention team, utilization of FTAs, the 
employee responsibilities in the return-to-work, and guidelines regarding transitional duty. New 
terminology and their definitions may need to be added to the policies. Early Intervention, NWR, 
and PWR may be terms that are new to the workforce and management. The addition of a 
communication process flow created by the Early Intervention team and EHS, may assist to 
decrease confusion. 
The Early Intervention team should have easy to follow policies regarding treatment 
guidelines, documentation of visits, and communication with outside resources, such as EHS. 
The flow chart in Appendix D demonstrates the process that the Early Intervention follows. The 
goal of care is to treat the employee for two weeks conservatively with ice, non-prescription 
medications, and stretches to see if the discomfort improves. If symptomatology demonstrates a 
need for earlier physician intervention, the team can make that determination prior to the end of 
two weeks of conservative treatment and move the employee forward to a physician and open a 
workers’ compensation claim.   
Evaluation of the employee medical records system can assist the team to plan how to 
incorporate into existing software. Is the recordkeeping system on paper or is it electronic? The 
team needs to be aware if the existing electronic medical record will be compatible with the 





agreed upon process for documenting employee visits should be developed. The process should 
allow aggregate data to be pulled to assist with management of care, determine trends, estimate 
cost savings, and allow internal auditing to ensure compliance with program directives. 
A decision should be made about who will keep the OSHA 300 log, such as EHS or the 
Early Intervention team. Both teams need to work together to ensure the data are correct, timely, 
and appropriate documentation is provided. The log will be dependent upon information that the 
Early Intervention team has collected.   
Implementation of the Early Intervention Program in an Occupational Setting 
Early Intervention presents a new philosophy of proactively approaching discomfort or 
ergonomic issues. The Early Intervention team should be visible in the work environment to 
encourage participation in the program. Participation in all-employee meetings, new hire 
orientations, daily production meetings, and departmental safety meetings can add to employee 
knowledge of the program. Employees who see personal value in the program will be more 
likely to engage with the team. They may be unaware that NWR issues are just as important to 
the Early Intervention process as PWR. Consistency and availability will assist employees to feel 
comfortable with the process, and the team needs to ensure overlap with each shift to provide 
assistance for off-shifts.   
Detailed FTAs provide opportunities for the Early Intervention team to communicate 
with employees and supervisors about the program and collect information regarding job duties 
and physical requirements. Prior to evaluating a job, the team ensures that the employees are 
comfortable being observed and answering questions while performing their job duties. 
Employees may be evaluated about type of work, body positions required, and frequency and 





necessary for push/pull/carry tasks. Using the U.S. Department of Labor (2003) definitions, the 
Early Intervention team can classify jobs based upon the strength factor required.  
Stretches and body movements can assist employees to increase flexibility and decrease 
discomfort. By incorporating stretches and body movements into employees’ daily routine, the 
same exercises can be reinforced to employees to manage discomfort. The use of conservative 
treatment includes stretches, ice, and non-prescription anti-inflammatory medication, and is the 
cornerstone of care for the Early Intervention team.  
The Early Intervention team needs to ensure that management, EHS, and HR are all 
aligned with the objectives of the Early Intervention program. Management support and 
communication are key, as there may be some changes to previous policies, particularly the first 
report of injury notification. Trauma cases would automatically be considered work-related and 
communicated to management immediately. Realizing that initial management notification of 
PWRs could deter employees from reporting, the Early Intervention team will not report PWRs 
until two weeks of conservative care or four visits are completed with no reduction in symptoms 
noted. There must be alignment between the Early Intervention team, management, and EHS 
regarding the notification process. The first report of injury will still be available in the 
employee’s medical record. Monthly or quarterly reports to management regarding NWR and 
PWR totals and estimated savings will be completed, as well as weekly or biweekly meetings 
with EHS to discuss PWR cases. The focus will shift from Recordable Incident Rates to early 
recognition of risk.   
The OSHA’s “$afety Pays” worksheet (OSHA, n.d.c), which estimates the cost and 
impact of occupational injuries and illnesses, can help demonstrate the affect occupational 





the National Council on Compensation Insurance (NCCI) from 2007-2009 data, both direct and 
indirect costs, as well as the amount of sales required to recoup the indirect costs can be 
estimated. The worksheet allows employers to input either injury type or the total workers’ 
compensation costs for the company as well as the profit margin. Based on these numbers and 
utilizing an indirect cost multiplier, the cost of injuries to a business can be estimated. 
Projections based on $65,000 in workers’ compensation costs with a 3% profit margin can be 
seen in Table 3.1.  
According to the “Background of Cost Estimates” section of the OSHA Safety Pays 
Program, the NCCI manages the largest database of workers’ compensation insurance 
information. The estimates of indirect costs that are included in their totals include: 
 Any wages paid to the injured workers for absences not covered by workers’ 
compensation; 
 The wage costs related to time lost through work stoppage associated with the worker 
injury; 
 The overtime costs necessitated by the injury; 
 Administrative time spent by supervisors, safety personnel, and clerical workers after 
an injury; 
 Training costs for a replacement worker; 
 Lost productivity related to work rescheduling, new employee learning curves, and 
accommodation of injured employees; and 
 Clean-up, repair, and replacement costs of damaged material, machinery, and 






PROJECTED IMPACT OF $65,000 WORKERS’ COMPENSATION COSTS  
ON PROFITABILITY  
 
Estimated Total Cost with $65,000 in 
Workers’ Compensation Costs 
 
Direct Costs $65,000 
Estimated Indirect Costs $71,500 
Combined Total Costs $136,500 
Sales to Cover Indirect Costs  $2,383,333 
Sales to Cover Total Costs $4,550,000 
 






The indirect costs related to litigation, fines, and bad publicity are not included in this estimation. 
Table 3.2 shows the sliding scale utilized by the program to calculate the costs of injuries and 
illnesses.   
Local health providers will also need an introduction to the Early Intervention program. 
They need to understand what the FTAs are describing, so this is an excellent opportunity for the 
OEHN to visit the physicians and offer a lunch and learn. The Early Intervention team offers 
tours through the work environment, which presents a clear picture of what tasks employees do 
and what equipment is used. These opportunities can help physicians make better-informed 
decisions regarding early return-to-work based on available work accommodations. They can 
also open the door for collaboration between the team and the physicians regarding 
complications and/or compliance with suggested therapies.  
Depending on state rehabilitation rules, the OEHN or the ATC may be able to accompany 
the employee to a work-related physician’s appointment to discuss what services are offered on-
site. This would allow the team to remain an active part of the treatment process and still 
maintain some control of the case. 
Evaluation 
The evaluation process includes process, impact, and outcome evaluations. During those 
phases, the evaluation findings show if the program is doing what was planned, if it is having the 
desired impact, and if the outcome is the desired result anticipated at the beginning. The results 








SLIDING SCALE UTILIZED BY OSHA’S SAFETY PAYS PROGRAM TO 
CALCULATE INDIRECT COSTS OF INJURIES AND ILLNESSES  
 




$10,000 or more 1.1 
 








The process evaluation phase assesses if the program is doing what was planned. 
Evaluation of the goals of the program and how they are being met, assessment of which aspects 
are successful and which aspects require adjustment, and what adjustments might need to be 
made occur during this phase. The Early Intervention team may conduct an internal audit of 
cases and claims, assessments for trends, and auditing with various groups within the company to 
help further develop the Early Intervention program. The needs of the company may change over 
time and the team needs to adjust goals and objectives as needed.   
Assessment of reporting types, frequency, and information provided should also be 
evaluated. Weekly reports submitted to the team’s vendor and company management ensures 
that the team is performing as expected and helps to address problems quickly. Monthly reports 
may be a better option for mid-level managers, with one-on-one communications with those 
managers who have PWRs in their areas. The Early Intervention team should meet periodically 
with the EHS team to discuss PWRs as their input and alignment is essential for program success. 
Upper level management may benefit from quarterly reports that focus on total NWR cases, total 
PWR cases, types of cases, return-to-work assessments, wellness programs provided, and 
estimated costs-savings. As the program progresses, the reporting structure and information 
provided may change, depending on the needs of the company and the request of the leadership 
team.   
If a third party vendor has been selected to deliver the program, it is important to 
collaborate and communicate with the vendor periodically to ensure proficient service delivery 





change and the vendor should be notified. Changes may be needed in the contract to assist the 
vendor to help the team to achieve the new objectives.  
Collaboration with the EHS team is an important aspect of the program. The Early 
Intervention team and the EHS team have similar goals and objectives and need to collaborate 
for employees to achieve optimal health and safety. Close collaboration helps to ensure up-to-
date and accurate information is recorded in the OSHA 300 log.    
Impact Evaluation  
The impact evaluation phase looks to see if the program is having the desired impact on 
the target population. When the interventions have been completed, the Early Intervention team 
should evaluate the timeliness of their involvement in an employee’s discomfort and the 
effectiveness of interventions. Are employees reporting symptoms early or waiting until they are 
experiencing pain? As knowledge of the program increases, is the time between discomfort and 
reporting decreasing? What percentage of cases require outside assessment with a physician? 
What is the reason that cases are being referred out: delay in reporting; mechanism of injury 
indicative of immediate physician involvement; employee-driven; or conservative treatment not 
effective during agreed upon timeline? Assessment of the data will guide the team to make 
necessary modifications to improve impact. 
For cases that were resolved with in-house treatment, the Early Intervention team can 
quantify the estimated cost savings utilizing local data regarding average costs for physical 
therapy, physician visits, and MRI. Table 3.3 is an example of the estimated cost savings the 
team could utilize if the local data are not readily available. Fees for services will vary from state 
to state, so that could change the cost estimates. The physical therapy costs and average number 































Back/SI $  152.72 6.3 $  1,046.46 $  1,222.84 $  2,422.02 
Cervical/Thoracic $  152.72 7.9 $  1,324.36 $  1,247.28 $  2,724.36 
Knee $  152.72 6.7 $  1,132.25  $  1,240.30 $  2,525.27 
Ankle/Foot $  152.72 7.3 $  1,237.74 $  1,240.30 $  2,630.76 
Shoulder $  152.72 7.6 $  1,293.79 $  1,181.88 $  2,628.39 
Hand/Wrist $  152.72 4.8 $     754.97 $  1,181.88 $  2,089.57 
Elbow $  152.72 6.2 $     988.68 $  1,181.88 $  2,323.28 
Hip $  152.72 6.7 $  1,083.65 $  1,262.31 $  2,498.68 
Note: 2007 ATI Physical Therapy costs provided by April Nelson, Dr.’s fees & MRI costs based 
on figures from the state of Maine from the Maine Health Data Organization.  
 






compiled from eleven different states (ATI Physical Therapy, 2014; April Nelson, personal 
communication, June 5, 2013). The estimated cost of physician visit and MRI costs are based 
upon data from the Maine Health Data Organization from the timeframe of July 1, 2012-June 30, 
2013 (2014). The costs for a physician visit are based upon an established patient with moderate 
to severe problems. The estimated cost savings does not include the costs for x-rays, surgical 
intervention, or post-surgical physical therapy. 
Table 3.4 is an example of two months of estimated savings for Mead Johnson 
Nutrition’s Evansville, Indiana manufacturing facility. At the facility, the Early Intervention 
team consists of one OEHN and one ATC. The team works 40 hours per week and the facility 
has approximately 1,000 employees. 
Online calculators can help to determine cost benefits and ROI for ergonomic 
intervention and equipment. A cost benefit calculator, such as from Puget Sound Chapter, 
Human Factors and Ergonomics Society (2012), can help to quantify the benefit of ergonomic 
interventions. ROI can be estimated utilizing Cornell University’s ROI Estimator (2008).   
ATI Worksite Solutions has created an ergonomic survey that can be sent out to 
employees to rate risk of injury due to poor ergonomics as high, medium, or low. Appendix E 
shows an example of the results of the survey from the questions presented. The Early 
Intervention team can use the survey results to prioritize the need for ergonomic intervention for 
employees. Once ergonomic evaluations are completed, a post-survey goes out after 30 days to 
assist with ergonomic intervention effectiveness for the employees. This helps to guide the team 
in the areas that require more ergonomic assessment and the effectiveness of completed 






ESTIMATED SAVINGS FOR MANUFACTURING FACILITY FOR TWO MONTHS 
 
Case Type Body Part Affected Estimated Savings 
PWR Back (2 cases) $   4,844.04 
PWR Elbow $   2,323.28 
PWR Hand/Wrist $   2,089.57 
PWR Shoulder $   2,628.39 
NWR Ankle/Foot (2 cases) $   5,261.52 
NWR Back $   2,422.02 
NWR Hand/Wrist (4 cases) $   8,358.28 
NWR Hip/Knee (4 cases) $   9,994.72 
NWR Neck $   2,724.36 
NWR Shoulder $   2,628.39 
Total Estimated Savings $  43,274.57 
Note: PWR=Possibly Work-Related; NWR=Non-Work-Related 
 






ATI’s “Potential Cost Without Intervention” formula follows:   
[(The number of high risk employees) x .35] x $18000 
The .35 or 35% is representative of the percentage of high-risk employees that may require 
outside care. According to ATI Worksite Solutions (Cheryl Maxwell, personal communication, 
February 14, 2014), the range could be 10%-50%, and the decision was made to utilize 35%. The 
decision was also made to utilize $18,000 for the potential cost of care per case, which could 
range anywhere between several thousand dollars to $450,000.  
Evaluation of workers’ compensation costs can also demonstrate the impact of the 
interventions. The team may see an initial spike in workers’ compensation costs. As employees 
become aware of the program and begin to report discomfort and symptoms indicative of chronic 
conditions, such as epicondylitis, there may be an increase in work-related injuries. This could 
potentially increase the recordable cases, workers’ compensation costs, and potential for lost 
days from work.   
The return-to-work program can provide opportunities for estimated savings. Employees 
who safely return-to-work early, with or without restrictions, demonstrate cost savings. The costs 
for short-term disability and overtime coverage can be substantial. Tools, such as the Official 
Disability Guidelines, provide information regarding number of days normally missed and 
modifications for restricted work (Work Loss Data Institute, 2011). Early return-to-work saves 
the company money by decreasing disability costs, overtime, and the need for replacement 
workers (Iles, Wyatt, & Pransky, 2012). Employees remain active and experience shorter healing 
times with early return-to-work (American College of Occupational and Environmental 
Medicine, 2006). By decreasing days away from work and determining days saved, the Early 





Periodic employee satisfaction surveys regarding care may be offered throughout the 
program. Surveys assist the team to evaluate employees’ perceptions about the program, their 
treatment, and the program’s worth. They also offer an opportunity for employees to have input. 
Surveys can help guide the staff to meet additional needs that employees may have (American 
Academy of Family Physicians, n.d.). The team leader should try to periodically meet with 
leadership to hear their feedback and address any concerns they may have. 
Outcome Evaluation 
The outcome evaluation phase assesses if the desired result envisioned early in the 
program is actually occurring. The outcome evaluation looks at the long-term effects the 
program has had on the company. It evaluates if the program is reaching the previously stated 
goals that were created in the initial phases.   
Initially the anticipated outcome may have been the effect on PWR cases, but the team 
may find that they spend the majority of time with NWR cases. The OEHN should become an 
active participant in health insurance utilization reviews, prescription drug costs, and short and 
long-term disability modifications. Though the first year may not show a dramatic difference in 
musculoskeletal issues or surgeries, the following years are expected to demonstrate a decrease 
in number of claims and amounts paid due to the Early Intervention program and utilization 
reviews may provide that information.   
The Early Intervention team should be actively reviewing workers’ compensation costs, 
vendor satisfaction regarding delivery of service, and trends noted within the work environment. 
A good working relationship with both the workers’ compensation vendor and local providers 
for care will assist the team in decreasing costs and improving worker health. These are also 





The team should continue to communicate areas of cost savings, both NWR and PWR, to 
upper management via quarterly and annual reports. Combining the cost savings each year and 
demonstrating any improvements that may have been noted in areas such as disability, disease 
management, and workers’ compensation will help to communicate the value of the Early 
Intervention program to the company and its employees. 
The Early Intervention team works closely with EHS and ensures the OSHA 300 logs are 
accurately recorded and reported in a timely fashion. A good working relationship between the 
two groups is vital to ensure compliance with federal standards and maintain or improve the 
work environment for employees. Re-evaluating communication strategies and “developing 
policies to strengthen inter-departmental communication is necessary to maintain an efficient 
flow of information” (Root, 2014, para. 1). Consensus between the groups regarding goals and 
objectives of the program allows the two groups to work together as a team.   
Assessment of employee engagement and involvement is an on-going process. The team 
should evaluate the traffic flow through the occupational health department, potential barriers to 
departmental visits, and utilization of time in the work area. Depending on changes in the work 
environment and business growth, there could be a need for the occupational health department 
to relocate in order to be more accessible to the workers. Discussions with employees, 








ROLE OF THE OCCUPATIONAL AND ENVIRONMENTAL HEALTH NURSE 
 
Occupational health and environmental health nursing is a multifaceted role, often times 
encompassing “direct care, administration, consultation, management, teaching, and research” 
(Ward, Beaton, & de Castro, 2011, p. 402), which demonstrates the diversity of the nurse’s skill 
set.  The OEHN is trained to recognize workplace risk factors, understand industrial hygiene 
monitoring, schedule, perform medical surveillance as required by OSHA, and assist employees 
with disease management. Utilizing the Precede-Proceed model, the OEHN recognizes that the 
Early Intervention program is constantly evolving and adapting to meet the needs of the business 
and is there to guide it along its path.  
The OEHN may manage the Early Intervention program, be an active participant in the 
Early Intervention program, or both. Acting in a direct care role, the OEHN treats employees’ 
injuries and illnesses, as well as performs case management duties for employees who are off for 
personal or work-related health issues. Working in this fashion, the OEHN can coordinate care 
with the ATC to ensure that employees with MSDs or potential MSDs are evaluated and 
followed for the first few weeks following their return-to-work. Should employees confide a 
health condition to the ATC, the ATC can encourage employees to discuss their concerns with 
the OEHN who can provide guidance regarding education, care, and possible work 
accommodations. 
While managing the program, the OEHN is responsible for knowing the company’s 
needs and expectations, the contractual obligations of the vendor and staff, reporting hierarchy 





services, and rules regarding co-employment. The OEHN should also ensure training occurs for 
employees and across the various levels of management. Personalized training for different 
groups will help define the program based upon their individual needs. Manufacturing 
employees, office employees, and the remote workforce all face different challenges with their 
jobs and need different approaches to meet their needs and improve their efficiency at work and 
home. 
The OEHN works with the Early Intervention team to develop yearly goals and 
objectives for the department, discuss workforce needs, and evaluate availability of resources. 
The OEHN is able to prioritize needs and control spending by managing the departmental budget. 
Evaluating previous spending trends can offer insights into peak spending periods. Previously 
sponsored programs may be enhanced, eliminated, or outsourced. The OEHN should evaluate 
the workload of the staff and the resources available to develop a business case for additional 
departmental needs.   
Education and Outreach 
The OEHN should devise a plan and market the Early Intervention program among the 
different departments within the company, as employee awareness is a key part of a successful 
program. The Early Intervention program should be consistently promoted to employees, 
supervisors, local providers, and upper management based on the types of communication that 
are most successful within the company. There may be different options for different groups, 
such as WebTV, email information, newsletters, or web-based collaboration opportunities such 
as SharePoint. SharePoint can be especially helpful to reach employees who work remotely and 
all options offer opportunities to educate and inform employee of the Early Intervention program, 





Management of Vendor Services 
The occupational health department may utilize several vendors for delivery of programs 
and services. Workers’ compensation, disability management, employee health programs, 
electronic medical records systems, audiograms, drug testing, pre-placement physicals, and even 
the Early Intervention program may all be vendor provided services. It is important for the 
OEHN to manage the vendors to ensure services are being delivered as stipulated in the contract. 
Knowledge of contract terms, services to be delivered, resources available for assistance, and 
contact people for both the vendor and the company will help guide the OEHN to effective 
vendor management. The contract should be reviewed for training opportunities provided by the 
vendor. Utilization of those training sessions can enhance the performance of the Early 
Intervention team and improve communication between the team and the vendor.  
To manage workers’ compensation vendors, the OEHN needs to consult with the 
occupational health department, the company, employees, and medical providers. The OEHN 
should work with the workers’ compensation vendor to ensure proper reporting of claims and 
necessary information attained to manage claims and allow for up-to-date documentation on the 
OSHA 300 log. The OEHN should be aware of the factors that can affect the relationship 
adversely such as delayed claim processing, limited provider selection, delayed payment to 
providers, difficulty navigating online or telephonic systems, and delays in treatment, and should 
work to preventing those issues. The workers’ compensation vendor may have detailed 
knowledge regarding compensability, but may have limited knowledge regarding recordability. 
Additional requirements regarding documentation may need to be verbalized and documented.   
The OEHN needs to network with the company representative who is in charge of the 





employees in regard to leave, and can help communicate information to employees. The 
disability representative can work with the OEHN to troubleshoot problems with claims early in 
the process, decreasing employee stress, confusion, and dissatisfaction.   
The OEHN provides care and treatment for any work-related injury and illness. In 
addition to assisting employees in receiving proper care, the OEHN should discuss the 
availability of restricted work with providers, the appropriateness of over-the-counter versus 
prescription medication, and the follow-up employees will receive from the Early Intervention 
team throughout the healing process. When employees require treatment in the emergency room, 
the OEHN should be present to provide support for them, provide billing information for 
workers’ compensation, as well as serve as a resource for employees and physicians for follow-
up care.   
Continuous Audit Process 
Internal audits, employee and leadership satisfaction, and realization of goals and 
objectives are all tools to assist the OEHN to manage the Early Intervention team. During the 
initial phases of the program, the team may want to have weekly meetings to discuss cases and 
challenges that they are facing. The meetings provide opportunities to align on the plans and 
goals for the month, while ensuring everyone is working to meet those goals. The OEHN has the 
role of coordinator, facilitator, and delegator for the team, and communicates changes in focus 
that may have occurred due to company needs.   
The staff should be continuously auditing the processes within the program to ensure all 
required OSHA-mandated surveillance is being completed. The OSHA 300 log must also be 
updated as needed with information from the Early Intervention team. The OEHN should 





departments that aren’t participating in the process? If so, the team needs to increase visibility 
and communication. What is the frequency of remote consultations from employees and would 
they benefit from video displays of stretches or photos of correct ergonomic office design? Video 
presentations and photos could be added to the SharePoint site and made available for all 
employees to view. Are there certain areas that tend to have trends regarding injury types? If so, 
the OEHN should work with the EHS team to evaluate and see if there could be a work-related 
cause. Also, the OEHN should determine if additional equipment would benefit care, such as a 
cooling unit to house full-sized cold packs for larger joints and body parts. Have there been early 
return-to-works that demonstrated potential cost savings? If so, that information needs to be part 
of the reporting that goes to upper management. Is the Early Intervention team being consulted 
prior to changes in the work environment that could present ergonomic challenges? If not, the 
OEHN needs to educate leadership about the importance of the Early Intervention team’s 
involvement. FTAs should be evaluated annually or sooner, if changes in the job occur. 
Schedules for FTA reviews should be put in place to assist the team in planning for staffing.   
The staff should monitor their own state licensing requirements for continuing education. 
Assessment of competencies within the group can streamline needs for training and focus 
education on developmental needs that can strengthen the team.  
The EHS team can provide insights into the effectiveness of communications from the 
Early Intervention team regarding PWRs, workplace injuries, and changes in recordable status.  
The EHS team should also have a copy of the flowchart in Appendix D to help them understand 
the process and understand deviations from the flow.   
The OEHN should audit spending within the department. It may be beneficial to work 





ergonomic equipment, and immunizations. The OEHN should also evaluate the effectiveness of 
current strategies to determine if changes need to occur. Evaluating the effectiveness of the 
electronic medical records system, the workers’ compensation provider, and the physician 
support are all resources that should be assessed for quality and cost-effectiveness. 
Management of staff and planning for additional headcount are also part of the OEHN’s 
duties. There may be a need for additional assistance at certain times of the year. Evaluating 
injuries and illness trends during peak seasons for manufacturing may show a need for additional 
manpower during those times. The OEHN should determine what tasks are taking the staff the 
greatest amount of time. Clerical staff may offer a cost-effective way to assist with such things as 
answering phones, doing data entry, scheduling, and greeting employees who enter the 
occupational health department (Doshi, n.d.). Efficient use of staff time should be evaluated and 
addressed as needed.   
Reports to Management 
The OEHN should investigate the reporting strategy that works best for upper 
management in the company. Upper level management will determine the frequency of receiving 
reports that focus on total NWR cases, total PWR cases, types of cases, return-to-work 
assessments, wellness provided, and estimated costs-savings. These reports should be short and 
simple, explaining accomplishments and estimated cost-savings. The OEHN may need to adjust 
the report for upper management, as they may want to see goals for the next reporting cycle, 







DISCUSSION AND CONCLUSION  
 
Discussion 
The Early Intervention program recognizes the challenges that companies face due to 
poor employee health. Chronic health conditions, MSDs, absenteeism, and presenteeism all 
affect the company’s profits. Tackling the aspect of MSDs, which are the leading cause of 
disability in the U.S.(Council for Disability Awareness, 2012), the Early Intervention team 
attempts to ward off injury at the first sign of discomfort or when a risk is recognized, such as 
poor ergonomics. With the addition of ATCs or PTs, the program brings a new focus to 
musculoskeletal health. After the introduction of the program into the workplace, many benefits 
may be seen, such as decreased OSHA-recordable rates, decreased workers’ compensation costs, 
ability to quantify estimated cost savings, and improved employee morale. 
The research by Lechner (1994) reviewing work hardening and work conditioning 
programs suggested a need for further studies that were “more carefully documented, 
randomized, and controlled” (p. 492). Considering that Lechner’s review was done twenty years 
ago and very little research has been done since to document the efficacy of work hardening and 
conditioning, additional research would be beneficial to demonstrate the benefits of these 
programs. The Early Intervention team should set a goal to publish the results of work hardening 
and work conditioning in order to document the value or incorporating them into the program.  
Stretching programs are being questioned as to whether they provide any true benefit to 
the company, as some say that the cost due to lost production is too great. However, the Early 





Those same stretches are utilized when treating complaints of musculoskeletal discomfort in the 
workplace. The Early Intervention team is not prescribing exercise, but reiterating the stretches 
they use every day. The 2011 letter of interpretation posted by OSHA in regard to stretching 
states, “if a treatment is administered as a purely precautionary measure to an employee who 
does not exhibit any signs or symptoms of an injury or illness, the case is not recordable” (para. 
4). This is where the definitions of discomfort and injury are so important, as they are different.  
Conclusion 
The challenges faced by U.S. employers as they fight to survive in a global economy are 
many. The rising cost of healthcare, an aging workforce, prevalence of chronic conditions, and 
the cost of MSDs are all decreasing profits and increasing spending. Early Intervention is a 
program that attempts to meet some of those challenges head on, by encouraging early reporting 
of discomfort. Early Intervention challenges employees to become an active participant in their 
healing and injury prevention. Treating employees as industrial athletes, the program introduces 
ATCs into the occupational health setting due to their “triage skills, ability to evaluate 
musculoskeletal injuries, and decision-making ability” (Rogers, 2008, What do ATs do section, 
para. 1). Combining the musculoskeletal expertise of the ATC with the occupational expertise of 
the OEHN allows for a more holistic approach to employee care and demonstrates significant 
cost savings for employers. 
The Early Intervention program is much like a living document, constantly evolving and 
changing. The Precede-Proceed model for health promotion offers the Early Intervention team a 
framework to move from start to finish and then back to start as scope of the program evolves. 
As in a song sung in a round, aspects of the Early Intervention program can be starting and 
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SITTING X     
STANDING     X 
WALKING  X    
FORWARD BENDING     X 
SQUATTING   X   
KNEELING  X    
CRAWLING X     
CLIMBING  X    
REACHING    X  
BALANCING  X    
CERVICAL SPINE 
MOTION 
    X 
DRIVING X     
LOWER 
EXTREMITIES 
 X    
SIMPLE GRASP    X  
FIRM GRASP     X 
FINE MANIPULATION X     
PINCHING X     
 
MEASUREMENTS ITEM FREQ NOTES 
LIFT Iron parts. 
Constant 
1-40 lbs 
floor to waist 
Materials vary from 1 lb to 40 lb. 
Materials are handled on a constant 
basis. 




Material may vary from 1-40 lbs and 
handled on a constant basis. 
 Iron parts. 
Minimal 
100 + lbs 
1-5 feet 
Materials over 100 lbs are handled on 
a minimal basis and the employee is 
able to ask for assistance. 
PUSH/PULL 
Horizontal 
push / pull 
Occasional 
66-70 ft. lbs 
Push forces vary depending on how 





MEASUREMENTS ITEM FREQ NOTES 
(slide). 6-10 feet much each box weighs. 
 
Horizontal 
push / pull 
(slide). 
Constant 
16-20 ft. lbs 
1-5 feet 
Employees will place each part on the 
grinding wheel and apply force to 
remove excess materials. 
 
PURPOSE 
This Functional Task Analysis details the essential physical functions of this position. FTAs are 
designed to assist physicians, and other medical professionals, with determining appropriate 
treatment plans for injured employees (including physical restrictions). FTAs are also designed 
to assist Human Resources and Safety professionals with employee placement, accommodation 
requests, accident investigations, and Workers’ Compensation case management. 
 
ESSENTIAL JOB FUNCTIONS 
Warehouse Operations / Material Handling 
 
1. Lift and transfer material and product from supply pallets to line/cell pallets or staging areas. 
Count and verify the material/product on the pallet. 
2. Move (push or pull) material or product on pallets. 
3. Lift and carry products and materials to grinder and storage bins for further finishing. 
4. Vision Specific vision abilities required for this job include: color vision, close vision, 
distance vision, color vision, peripheral vision, depth perception, and ability to adjust focus. 
5. Inspect all parts, orders, and equipment for quality/safety (checklist). 
6. Individual responsibility for personal and area safety. 
7. Perform general housekeeping duties as necessary. 
8. Removes excess iron from castings. 
9. Handle metal parts weighing 1-120 lbs to the grinding station 35" from the floor and remove 
excess materials left from the molding process. 
*The omission of additional general duties does not prevent the assignment of future additional 







Supervision: Is directly supervised. 
Work Schedule: Overtime Varying. 
Work Environment: Foundry. 
Work Near Mechanical Parts:  Constant. 
Lighting: Work area has adequate lighting for: Inspection 
and quality control. 
Ventilation: Adequate. (some fumes or airborne particles. 
Temperature: Non Temperature Controlled will be exposed 
to high temperatures. 
Job Prerequisites: Basic Math Skills (addition, subtraction 2 
digit numbers and to multiply and divide by 10’s and 100’s. 
Ability to perform these operations using units of American 
money and weight measurements, volume and distance., 
Ability to Read a limited number of two-three syllable words 
and to recognize similarities and differences between words 
and between series of numbers. Ability to print and speak 
simple sentences.  High school/GED equivalent or 1-3 
month of related experience and/or training; or equivalent 
combination of education and experience. 
Personal Protective Equipment: Safety Glasses, Steel Toe 
Shoes, Hearing Protection, Face Shield, Other: 100% cotton 
clothing. 
Tools and Equipment: Various Small Hand Tools 
(screwdrivers, hammer, etc.), Various Small Pneumatic Tools 




Very Heavy Work - Exerting in excess of 100 pounds of force occasionally, and/or in excess of 
50 pounds of force frequently, and/or in excess of 20 pounds of force constantly to move objects. 












Some areas have anti-
fatigue matting. 
WALKING 




Employees will walk to 







Talking C  
Hearing  N 
Tasting  N 
Smelling  N 
VISION 
Near acuity C  




Accommodation  N 
Color vision  N 
Field of vision  N 
VIBRATION 
Whole body C  











short distances to gather 




parts/products, low shelter, 
Placing/removing parts 
against the grinding wheel to 
remove excess metal.  *The 
worker has the option to 




Employees will gain access 
to parts from a variety of 
containers, load into various 
containers. Employees will 
also have to reach to the 
middle of the container to 
access material (up to 23" 




*The worker has the option 
of forward bending or 
kneeling in lieu of squatting. 
Occasional 
Employee may choose to 
squat to lift parts from bin to 
grinder. 
KNEELING 
Concrete. *The worker has 
the option to squat in lieu of 
kneeling or forward bending. 
Minimal 
(1-2 mins) 
Employee may choose to 
kneel while performing 
housekeeping duties. 
CLIMBING 4” step without handles. 
Minimal 
(1-2 mins) 
Employee may step up on 
small riser to gain better 
height for working on table. 
REACHING 
Place/remove object on 




Side of the reach depends on 
the orientation of the grinder 
(north or south). Employees 
will reach in the bin to 
access the parts before 
grinding the excess 
materials off. 
BALANCING 













Employees will look down 
to monitor the grinding 







TASK FREQ NOTES 
LOWER 
EXTREMITIES 
Walking in wet, slippery, 
uneven surfaces. 




Manipulating small parts. 
Frequent 
(2-5 mins) 
For parts inspection prior to 
grinding. 
FIRM GRASP Manipulating heavy parts. 
Constant 
(2-5 mins) 
Employee must maintain 






Signature Dated Signed 
 
 
Signature Dated Signed 
 
Based on US Department of Labor; Dictionary of Occupational Titles - 4th Edition. 
Legal Comment: ATI Worksite Solutions an ATI Physical Therapy company validates that the 
contents of this document are accurate and complete as of August 14th, 2012.  Changes to this 
document must be made by and/or approved by ATI Worksite Solutions an ATI Physical Therapy 




Balancing - Maintaining body equilibrium to prevent falling when walking, standing, crouching, 
or running on narrow, slippery, or erratically moving surfaces; or maintaining body equilibrium 
when performing gymnastics feat. 
Carrying - Transporting an object, usually holding it in the hands or arms, or on the shoulder. 
Climbing - Ascending or descending ladders, stairs, scaffoldings, ramps, poles, and the like, 





Constant - Activity or condition exists >6 or more hours of workday (60-100+ reps/hour). 
Crawling - Moving about on hands and knees or hands and feet. 
Frequent - Activity or condition exists 3-6 hours of workday (13-59 reps/hour). 
Fine Manipulation - Tasks that primarily involve small precise movements of the fingers and/or 
the thumb and require less than 1 lb of force.  Typically minimal or no closure of the hand is 
involved. 
Firm Grasp - Partial to full closure of the hand, with full finger contact with item, requiring 
more than 2 lbs of force. 
Kneeling - Bending legs at knees to come to rest on knee and knees. 
Lifting - Raising or lowering an object from one level to another (includes upward pulling). 
Minimal - Activity or condition exists less than 1 hour of workday (1-3 reps/hour). 
Occasional - Activity or condition exists 1-3 hours of workday (4-12 reps/hour). 
Pulling - Exerting force upon an object so that the object moves toward the force (includes 
jerking). 
Pushing - Exerting force upon an object so that the object moves away from the force (includes 
slapping, striking, kicking, and treadle actions). 
Simple Grasp - Partial to full closure of the hand, with partial to full finger contact with item, 
requiring less than 1 – 2 lbs of force. 
Sitting - Remaining in a seated position. 
Squatting - Bending hips and knees to power trunk/pelvis towards the floor while standing. 
Standing - Remaining on one's feet in an upright position at a work station with-out moving 
about. 
Walking - Moving about on foot. 
 








MOTION BREAK:  EXERCISE & STRETCH ROUTINE  
 
 
Participation Guidelines:  
 
 
If pain or unusual discomfort is experienced on any given activity, please skip that activity.  
Certain shoes (heels) may challenge executing certain exercises properly; feel free to remove 
shoes if feasible. Except where noted, all exercises should be performed for 8-10 repetitions (R) 
or held for 8-10 seconds (H). 
 
 
        March in Place (15 seconds)     Basic Windmill (R) 
     
    Gentle Twist (R)      Backstroke (R) 







Shoulder Circles (R)                 Lateral Neck Stretch-fingertips reach to  
           floor (H) 
 
     
 
                    Pocket Stretch (H)      Clap n’ Back (R) 
    
 
Chest Stretch (H)     Modern Windmill (R) 
            
 
Shoulder Rotation (R)             Alternate opposite elbow to knee (R)  
(palm up, and alternate hands top/bottom)  





Open/Close Fists (R)         Prayer Stretch (H) 
   
Prayer Stretch with Rotation (R)       Butterflies (R) 
   
Flat back/Cat back combo (4 sets)     Gentle Back Bend (hold 5 seconds) 
   
Speedskater (R)    Shoulder Pendulum with Side Lunge(R) 
  
     Butt Kicks (R)     Hamstring Stretch (H) 





  Elbows and Back Pockets (R)-shoulder blades together, drop elbows toward back pocket 
 
 
       Calf Row (R)           Calf Stretch Against Wall (H) 
    
  Piriformis Stretch-both sides (H)   Controlled Knee Lift (R-each side) 
 
     
Hip Flexor Stretch (H) 
  
   
Additional exercises that may be beneficial:  Sign Language Alphabet & Ankle Alphabet (trace 






SIGN LANGUAGE ALPHABET 
 
 






EARLY INTERVENTION FLOW CHART 
 
Yes 
EE reports discomfort and 
requests Early Intervention 
(EI) assessment 
 
EI team goes to EE work area, 
observes work activities and 
assesses EE. Confirms cause as 
NWR (Non-Work Related) 
 
EE reports source of 
discomfort as PWR 
(Possibly Work Related) 
 
EI team goes to EE work area, 
observes work activities and 









beyond First Aid 
 
EI team treats under First 
Aid guidelines, advises on 
home care, & performs job 
coaching 
 
EI team treats under First Aid 
guidelines, recommends Protective 
limitations if appropriate, advises 




documentation, reports non-PHI 
details to appropriate personnel 
 




Resolution of significant 
reduction of symptoms within 2 
weeks 
 
Recommend EE seek medical 
care through personal physician 
 
EI team completes documentation, 
reports all findings to appropriate 
personnel 
 
EI team follows-up with EE, adjusts 
recommendations and protective 
limitations-repeat as necessary 
 
Resolution or significant reduction 
of symptoms within 2 weeks 
 
Refer EE to medical care through 
Occupational Health 












EI team completes 
documentation and 
reports all findings to 
appropriate personnel 
 






















How many hours per week do you work?  
On Average, how much of your work day or week is spent utilizing a computer set-up?  
Do you experience any discomfort, tightness, tension, or pain in the course of a day?  
If you are experiencing discomfort during your workday, please indicate what body parts or areas you 
are having issues. 
 
Please rate the severity of your eyestrain or blurred vision on the scale:  
Please rate the frequency of your eyestrain or blurred vision on the scale:  
Please rate the severity of the discomfort you experience in your head and neck on the scale:  
Please rate the frequency of the discomfort you experience in the head and neck on the scale below:  
Please rate the severity of the discomfort you experience in the shoulder areas on the scale below:  
Please rate the frequency of the discomfort you experience in the shoulder areas on the scale below:  
Please rate the severity of the discomfort you experience in the elbow area on the scale below:  
Please rate the frequency of the discomfort you experience in the elbow area on the scale below:  





Please rate the frequency of the discomfort you experience in the wrist/hands area on the scale below:  
Please rate the severity of the discomfort you experience in the upper back area on the scale below:  
Please rate the frequency of the discomfort you experience in the upper back area on the scale below:  
Please rate the severity of the discomfort you experience in the lower back area on the scale below:  
Please rate the frequency of the discomfort you experience in the lower back area on the scale below:  
Please rate the severity of the discomfort you experience in the hip/thigh area on the scale below:  
Please rate the frequency of the discomfort you experience in the hip/thigh area on the scale below:  
Please rate the severity of the discomfort you experience in the knee area on the scale below:  
Please rate the frequency of the discomfort you experience in the knee area on the scale below:  
I am able to adjust the height of my chair and I understand how to make this adjustment.  
I can adjust the location of support in my lower back by adjusting the height of the back of my chair 
or by repositioning an adjustable lumbar support. I understand how to make this adjustment. 
 
I can adjust the height and location of my armrests and I understand how to make this adjustment.  
I can adjust the seat pan of my chair (the part I am sitting on) and I understand how to make this 
adjustment. 
 
I can lock my chair back into an upright position or recline it as I please and I understand how to 
make this adjustment. 
 
I sometimes find myself sitting at the edge of my chair or myself leaning forward in my chair towards 
my monitor. 
 
I feel like my chair is too high. I find myself looking for places to rest my feet or they feel like they 
dangle. 
 





Sometimes I rest my arms, wrists or elbows directly on the surface of my desk  
My shoulders and upper arms are relaxed and supported  
I have to reach away from my body to use my mouse or keyboard.   
My keyboard and mouse are located at the same height or level.  
When I look at my monitor, my head and neck are upright and in a neutral position.   
I spend a significant amount of time on the phone during my work day.  
I alternate between computing tasks and paperwork tasks regularly over the course of a day.  
Do you work at a shared workstation or utilize a non-traditional or mobile workstation?  
I primarily work with only one computer monitor. I do not have to utilize multiple monitors while I 
am performing my computing tasks. 
 
My monitor is directly in front of me. I do not need to twist my neck or body to be able to see it.   
If you have any concerns regarding the following issues, please indicate:  
 Recent surgery involving your hand, wrist, elbow, shoulder neck, back, or legs 
 Recent 'Workers’ compensation Injury' related to cumulative trauma, over-use, repetitive 
strain (i.e., tendonitis, carpal tunnel, tennis elbow, neck or back strain). 
 ADA issues (Americans with Disabilities Act) 
 Long-term disability 
 Any other associated concerns that you have 
 
I have gel wrist supports for my keyboard and mouse.  
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CONSENT FROM DR. SANG CHOI 
From: Choi, Sang D [mailto:chois@uww.edu]  
Sent: Monday, March 31, 2014 9:26 AM 
To: Marshall, Jill 
Subject: RE: Use of Table 
Jill, 
Sure. Thanks for letting me know. 
Best wishes to your research paper. 
Regards, 
Sang 
Sang D. Choi, Ph.D., CSP, CPE 
Professor & Graduate Program Coordinator 
Department of Occupational & Environmental Safety & Health 
Director, Center for Occupational Safety and Ergonomics Research 
3509 Hyland Hall 
University of Wisconsin-Whitewater 
800 West Main Street 
Whitewater, WI 53190, USA 
Phone: +1 262-472-1641 
From: Marshall, Jill [mailto:Jill.Marshall@mjn.com]  
Sent: Monday, March 31, 2014 9:08 AM 
To: Choi, Sang D 
Subject: Use of Table 
Dr. Choi, 
I am currently completing my Master’s Paper for my MPH in Occupational Health Nursing and am very 
interested in using your table from 
http://www.asse.org/academicsjournal/archive/vol6no3/feature02.php, regarding stretching 
programs.  I will cite and reference you, but wanted to send a quick note to personally ask for your 
approval and let you know how helpful your article has been.   







CONSENT SIGNED-STACY BIERCE 
 
 
 
